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 E 000 Initial Comments  E 000

On 8/9/2012 and 8/13/12, an unannounced visit 

was conducted for the purpose of determining the 

facility's compliance with COMAR 10.07.14, 

Assisted Living Program Regulations, as they 

relate to providing services for all residents 

related to a bed increase. The visit included a 

tour of the facility, interview with the Assisted 

Living Manager, and review of the administrative 

records.

  

The facility was determined to be in compliance 

with COMAR 10.07.14, Assisted Living Program 

Regulations, as it relates to providing services for 

an increase of residents from seventeen(17) to 

eighteen(18).
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